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Laboratory-Acquired Meningococcal Disease — United States, 2000 


Neisseria meningitidis is a leading cause of bacterial menin- 
gitis and sepsis among older children and young adults in the 
United States. N. meningitidis usually is transmitted through 
close contact with aerosols or secretions from the human 
nasopharynx. Although NV. meningitidis is regularly isolated 
in clinical laboratories, it has infrequently been reported as a 
cause of laboratory-acquired infection. This report describes 
two probable cases of fatal laboratory-acquired meningo- 
coccal disease and the results of an inquiry to identify previ- 
ously unreported cases. The findings indicate that 
N. meningitidis isolates pose a risk for microbiologists and 
should be handled in a manner that minimizes risk for expo- 


sure to aerosols or droplets. 


Case Reports 

Case 1. On July 15, 2000, an Alabama microbiologist aged 
35 years presented to the emergency department of hospital 
A with acute onset of generalized malaise, fever, and diffuse 
myalgias. The patient was given a prescription for oral antibi- 
otics and released. On July 16, the patient returned to hospi- 
tal A, became tachycardic and hypotensive, and died 3 hours 
later. Blood cultures were positive for N. meningitidis serogroup 
C. Three days before the onset of symptoms, the patient had 
prepared a Gram’s stain from the blood culture of a patient 
who was subsequently shown to have meningococcal disease; 


the microbiologist also had handled and subcultured agar 


plates containing cerebrospinal fluid (CSF) cultures of 


N. meningitidis serogroup C from the same patient. 


Co-workers reported that in the laboratory, aspiration of 


materials from blood culture bottles was performed at the open 
laboratory bench; biosafety cabinets, eye protection, or masks 
were not used routinely for this procedure. Results of pulsed- 


field gel electrophoresis (PFGE) and multilocus enzyme 


electrophoresis (MEE) testing at CDC indicated that the two 
isolates were indistinguishable. The laboratory at hospital A 
infrequently processed isolates of N. meningitidis and had 
not processed another meningococcal isolate during the pre- 
vious 4 years. 

Case 2. On December 24, 2000, a Michigan micro 
biologist aged 52 years had acute onset of sore throat, vomit 
ing, headache, and fever; by December 25, the patient had 
developed a petechial rash on both legs, which quickly evolved 
to widespread purpura. The patient presented to the emer- 
gency department of hospital B and died later that day of 
overwhelming sepsis. Blood cultures were positive fot 
N. meningitidis serogroup C. The patient was a micro 
biologist in the state public health laboratory and had worked 
on several NV. meningitidis serogroup C isolates during the 2 
weeks before becoming ill. That laboratory had handled a 
median of four meningococcal isolates per month (range: 
0-11) during the previous 4 years. Co-workers reported that 
the patient had performed slide agglutination testing and 
recorded colonial morphology using typical biosafety level 2 
(BSL 2) precautions; this did not entail the use of a biosafety 
cabinet. PFGE was performed at the state public health labo- 
ratory and at CDC on all four specimens handled by the 
microbiologist; results of this testing indicated that the iso- 
lates from the patient and from one of the recently handled 


laboratory samples were indistinguishable. 
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Editorial Note: Although the risk for disease remains low 
(2), laboratory-acquired meningococcal disease represents an 
occupational hazard to microbiologists. The findings in this 
report were self-reported and required respondents to have 
access to electronic media. However, the identification of 14 
previously unreported cases and the additional two cases 
reported to CDC in 2001 suggest that either cases of 
laboratory-acquired meningococcal disease are underreported 
or the incidence of laboratory-acquired meningococcal dis- 
ease has increased. The case-fatality rate of 50% in this report 
is substantially higher than that observed among community- 
acquired cases; this might reflect underreporting of mild cases 
or might be a result of the highly virulent strains and high 
concentration of organisms encountered in the laboratory 
setting. 

Each year in the United States, approximately 3,000 iso- 
lates of invasive N. meningitidis are cultured (3); on the basis 
of standard practices used for isolation and identification of 
N. meningitidis, each of the clinical samples and isolates is 
handled by an average of three microbiologists during the 
course of a laboratory investigation, resulting in an estimated 
9,000 microbiologists exposed per year. During 1996-2000 
in the United States, six cases of probable laboratory-acquired 
meningococcal disease were detected, for an attack rate of 13 


per 100,000 population (95% confidence interval [CI] 


5-29) at risk per year, compared with approximately 0.2 per 


100,000 population among adults aged 30-59 in the United 
States (CDC, unpublished data, 2001), the age group of most 
laboratory scientists. If the three cases from 2000 are excluded 
from this estimate, the attack rate is seven (95% Cl=1-19). 


Se . ' 
\. meningitidis is classified as a biosafety level 2 organism 


(4). Guidelines recommend the use of a biosafety cabinet for 


mechanical manipulations of samples that have a 
substantial risk for droplet formation or aerosoliza- 
tion such as centrifuging, grinding, and blending 


procedures (4,5). Less is known about the risk 


Although the exact mechanism of transmission in the labo 
ratory setting is unclear, use of a biosafety cabinet during 
manipulation of sterile site isolates of N. meningitidis would 
ensure protection. Alternative methods of protection (e.g., 
splash guards and masks) from droplets and aerosols require 
additional assessment. If a biosafety cabinet or other means 
of protection is unavailable, manipulation of these isolates 
should be minimized, and workers should consider sending 
specimens to laboratories possessing this equipment. Educa 
tion of microbiologists and strict adherence to these safety 
precautions when manipulating meningococcal isolates should 
further minimize the risk for infection. To address these safety 
issues, the governing bodies of organizations responsible fot 
setting policy for laboratory safety will be reassessing current 
guidelines about the handling of NV. meningitidis. 

Although primary prevention should focus on laboratory 
safety, laboratory workers also should make informed deci 
sions about vaccination. The quadrivalent meningococcal 
polysaccharide vaccine, which includes serogroups A, C, Y, 
and W-135, will decrease but not eliminate the risk for infec 
tion (6). Research and industrial laboratory scientists who are 
exposed routinely to N. meningitidis in solutions that might 
be aerosolized also should consider vaccination (6—8). In 
addition, vaccination might be used as an adjunctive measure 
by microbiologists in clinical laboratories. 

Laboratory scientists with percutaneous exposure to an 
invasive NV. meningitidis isolate from a sterile site should 
receive treatment with penicillin; those with known mucosal 
exposure should receive antimicrobial chemoprophylaxis (6) 
(Table 1). Microbiologists who manipulate invasive 
N. meningitidis isolates in a manner that could induce 


aerosolization or droplet formation (including plating, 


TABLE 1. Schedule for administering chemoprophylaxis against 
meningococcal disease 





associated with routine isolate manipulation. 


lhe exclusive occurrence of probable laboratory- Drug 


Duration and 
route of 


Age group Dosage administration* 





acquired cases in microbiologists suggests that 
exposure to isolates of N. meningitidis, and not 


patient samples, increases the risk for infection. 


Rifampin! 


<1 month 5 mg/kg every 12 hours 2 days 
>1 month 10 mg/kg every 12 hours 2 days 
Adults 600 mg every 12 hours 2 days 


Nearly all the microbiologists in this report were Ciprofloxacin Adults 500 mg 


Ceftriaxone <15 years 125 mg 
Ceftriaxone Adults 250 mq 
* Oral administration unless otherwise indicated 
Not recommended for pregnant women because the drug is teratogenic in laboratory 
animals. Because the reliability of oral contraceptives may be affected by rifampin therapy 
consideration should be given to using alternative contraceptive measures while rifampin 
.iS being administered 
Not generally recommended for persons aged <18 years or for pregnant and lactating 
women because the drug causes cartilage damage in immature laboratory animals 
However, ciprofloxacin can be used for chemoprophylaxis of children when no acceptable 
alternative therapy is available 


Single dose 
Single intramuscular dose 


manipulating isolates and performing subplating 
Single intramuscular dose 





with an inoculation loop on an open laboratory 
bench. A recent study indicated that manipulat- 
ing suspensions of N. meningitidis outside a 
biosafety cabinet is associated with a high risk for 
contracting disease (3). Isolates obtained from a 
respiratory source are in general less pathogenic 


and represent a lower risk for microbiologists. 
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In the United States during 2000, approximately 162 mil- 
lion persons (65.8% of the population served by public water 
systems) received optimally fluoridated water compared with 
144 million (62.1%) in 1992 (6); state-specific percentages 
(Table 1) ranged from 2% (Utah) to 100% (District of 
Columbia) (median: 76.7%). In 27 states during 1992-2000, 
the proportion increased (range: 0.8%-63.8% [Georgia and 
Nevada, respectively]; median: 4.9%), and in 23 states, the 
proportion decreased (range: from —0.1% to —-6.0% [Iowa and 
Alaska, respectively]; median: 2.9%); the District of Colum- 
bia remained 100% fluoridated. Delaware, Maine, Missouri, 
Nebraska, and Virginia reached 75% in 2000 and Oklahoma 
reached 74.6%. The national objective has been met by 26 
states, and the small increase from 1992 to 2000 of 3.7 per 
centage points has left a gap of 9.2 percentage points from the 
overall target. 

Reported by: D Apanian, MS, D Malvitz, DrPH, S Presson, DDS 
Div of Oral Health, National Center for Chronic Disease Prevention 
and Health Promotion, CD( 

Editorial Note: \WFRS data indicate that during the 1990s, 


the estimated proportion of the U.S. population using public 
water supplies that maintained optimally fluoridated water 
increased from 62.1% to 65.8%. This modest progress 
occurred as the result of substantial increases in coverage in a 
few states and, in some instances, because several large metro 
politan areas commenced fluoridation (e.g., Clark County [Las 
Vegas], Nevada; Los Angeles and Sacramento, California; and 
Manchester, New Hampshire). 

lhe findings in this report are subject to at least three limi- 
tations. First, nonresponses might have affected the accuracy 
of some states’ final water fluoridation percentages by not 
accounting for changes in status. Second, use of the 2000 
U.S. census data as the denominator for calculating water fluo- 
ridation percentages in seven states might have resulted in the 
percentages being underestimated because, in most states, the 
number of persons using public water systems was probably 
less than the 2000 U.S. census population. Finally, three states 


(Kentucky, Rhode Island, and South Dakota) reported their 


1992 fluoridation rates as 100%; in these states, the apparent 


decrease from 1992 to 2000 in the percentage of persons 
using public water supplies receiving optimally fluoridated 
water represents an error Correction in reporting methods 
rather than a true decrease. 

WERS will become an increasingly valuable tool for moni- 
toring state and annually updating national water fluorida 
tion data as more users register and routinely participate in 


entering data and receiving reports. WFRS updates and 


reports will assist states in monitoring the extent and consis 
tency of water fluoridation. During 2002, CDC will provide 
online information on water fluoridation for states that 
update their data electronically. 

Although the new WERS online site might facilitate public 
knowledge about optimally fluoridated water, efforts to con 
vince jurisdictions to provide such water must address 1) the 
perception by some scientists, policymakers, and members of 
the public that dental caries is no longer a public health prob 
lem or that fluoridation is no longer necessary or effective; 
2) the often complex political process involved in adopting 
water fluoridation; and 3) unsubstantiated claims by oppo 
nents of water fluoridation about its alleged adverse health 
effects (/0). To reach the goal of 75% of the public water 
drinking population supplied with optimally fluoridated 
water, policymakers and public health officials at the federal, 
state, and local levels will need to devise new promotion and 
funding approaches to gain support for this prevention 
measure. 

Acknowledgements 
This report is based on data contributed by state health, natu 
] , Randk tt | aska Dept 


aéepartmejnts 


and environmenta 
Environmental Conservation. K Hay ward, Arizona De pt of Health Sui 

L Mouden, DDS, Arkansas Dept of Health. D Brunson, MPH, Colorado 
Dept of Public Health and Environment. H Link, Connecticut Dept of 
Public Health. H Davis DDS, Florida De pt of Health. E Alderman 
DDS, Georgia Dept of Human Resources. M Greer, DMD, Hawaii 
De pt of Health. L Penny, Idaho Dept of Health and Welfare. L Lampi 

DDS, Illinois Dept of Public Health. D Cain, Indiana State Dept of 
Health. M Magnant, Iowa Dept of Public Health. R Murphy, Kentuck 
De pt for Public Health. § Russ, Maine Dept of Human Sues. N Rei ‘mar 
Maryland Dept of the Environment. F Barker, Massachusetts De pt of 
Public Health. ] Shekter, Mi higan Dept of Environmental Quality 
D Rindall, Minnesota Dept of Health. | Young DMD, Mis: ippi State 
Dept of Health. M Logston, Vissouri Dept of Natural Resources 
K McFarland, DDS, Nebraska Health and Human Svcs System 
C Lawson, Nevada State Health Div. A Pelletier, MD, New Hampshire 
Dept of Health and Human Svcs. F Dickert, New Jerse) Dept of 
Environmental Protection. R Romero, DDS, New Mexico De pt of 
Health. E Green, DDS, New York State Dept of Health. R King, DDS 
North Carolina Dept of Health and Human Svcs. G Stewart, MPA, 
North Dakota De pt of Health. | Pierson, Ohio Dept of Health 
M Morgan, DDS, Oklahoma State Dept of Health. K Salis, Oregon 
Health Div. N Gardner, DDS, Pennsylvania Dept of Health. R Lala, 
DDS, South Carolina Dept of Health and Environmental Control 
M Baker, South Dakota Dept of Health. W Wells, Tennessee Dept of 
Environment and Conservation. K Zinner, MPH, Utah Dept of Health 
A Lund, Vermont I ept of Health. K Day, DDS, \ irginia Dept of Health 
T Wilson, Washington Dept of Health. G Black, DDS, West Virginia 


Bui of Public Health W Le May, DDS, Wisconsin Div of Public Health 








146 MMWR February 22, 2002 





TABLE 1. Number of persons and percentage of the population receiving optimally fluoridated water through public water 
systems (PWS), by state — United States, 1992 and 2000 


2000 2000 2000 1992 Change in 
fluoridated total PWS percentage percentage percentage 
population population fluoridated fluoridated (9) 1992-2000 

3,967.05 4,447,100 89.2 82.6 6 
489,371 55.2 61.2 
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Socioeconomic Status of Women 
with Diabetes — United States, 2000 


Persons whose socioeconomic status is low have poorer 
realth than other persons (/,2) and are less likely to have 
adequate access to care or to receive high-quality clinical and 
prevention care services (3). In the United States, diabetes is a 
potentially debilitating disease that is increasing in prevalence 

4); however, little is known about the socioeconomic status 
of persons with diabetes (5—7). Women account for approxi- 


mately 52% 


» of all persons aged >20 years with diabetes (4). 
To assess the socioeconomic status of women with diabetes, 
CDC analyzed data from the Behavioral Risk Factor Surveil- 
lance System (BRFSS), 


socioeconomic status of women with diabetes in 2000 was 


which indicated that the 


markedly lower than that of women without diabetes. Efforts 
should be focused to understand the impact of socioeconomic 
conditions on the health and quality of care of women with 
diabetes. 

BRFSS is a state-based, random-digit—dialed telephone sur- 
vey of the noninstitutionalized U.S. population aged >18 years. 


In 2000, the median state-specific response rate was 48.9% 


(range: 28.8%-71.8%) (CDC, unpublished data, 2001 


Persons with diabetes were identified if they answered “yes 
to the question, “Have you ever been told by a doctor that 
you have diabetes?” Women who answered “no” and those 
who had been told they had diabetes only during pregnancy 
were considered not to have diabetes. Data on level of educa 
tion and annual household income were used to assess socio 


economic status; marital status, size of household, and 


employment status were used as indicators of living arrange 


ments; and household size was derived by adding the number: 
of adults and number of children aged <17 years. A woman 
was classified as having low socioeconomic status if she did 
not complete high school or resided ina household with an 
annual income of <$25,000. 

State-specific data were aggregated and weighted to reflect 
age, sex, and racial/ethnic distribution, and chi-square tests 
were used to test all univariate associations. Because many 
persons aged 18-24 years have not completed their educa 
tion, socioeconomic status was evaluated only for women aged 
>25 years. Multivariate logistic regression analysis was used 
to examine the relation between having diabetes and not com 
pleting high school or living in a low-income household, with 
control made for age, race ethnicity, and liv ing arrangements 
Che models then were used to calculate adjusted percentages 
using the distributions of female respondents aged >25 years 
in the total population. All analyses were conducted using 
SASv8 software with SUDAAN to estimate standard errors 

Of the 109,680 women who participated in the 2000 BRFSS 
survey, 6,835 (6.3%) had been told by a doctor that they had 
diabetes (mean age at diagnosis: 48.8 years). Women with 
diabetes were more likely than women without diabetes to be 
aged >45 years; nonwhite; divorced, separated, or widowed; 
living alone; retired; or unable to work (Table 1). 

Among women aged >25 years, the percentage with diabe 


= 


tes who had not completed high school (27.7%; 95% confi 


dence interval [CI]=25.7%-—29.7%) was more than twice that 
of women without diabetes who had not completed high 


school (12.2%; 95% Cl=11.8%-12.6%) (Table 2). Among 


women with diabetes, 20.5% (95% Cl=18.0%-—25.3%) of 
those aged 25—44 years had not completed high school, com 
pared with 34.3% (95% Cl=31.4%-37.2%) of those aged 
>65 years. Among women without diabetes, 9.8% (95% 
Cl=9.2%-10.3%) of those aged 25-44 years had not com 
pleted high school, compared with 20.5% (95% Cl=19.5% 
21.5%) of those aged >65 years. After multi- 
variate adjustment, a low level of formal education remained 
significantly more common among women with diabetes than 


among those without diabetes. 








148 


MMWR 


February 22, 2002 





TABLE 1. Percentage of women aged >18 years with and 
without diabetes, by selected characteristics — Behavioral 
Risk Factor Surveillance System, United States, 2000 
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Editorial Note: The findings in this report indicate that the 


socioeconomic status of women with diabetes is lower than 
that of women without diabetes and confirm the findings of 


the 1989 National Health Interview Survey (NHIS) (5). In 


2000, at least one in four women with diabetes aged >25 years 


had a low level of formal education, and 40% lived in low- 


aly 
income households. Women with diabetes were more likely 
to have a low socioeconomic status independent of living 


wrangements marital status, size of household, and em 


ployment status). Attaining a higher educational level might 


influence decision-making, and persons with a higher income 
might have better access to health care, higher living stan- 
dards, and other material benefits that have a positive impact 
on health. Although socioeconomic status might be influenced 


adversely by factors related to having diabetes (e.g., being 


; : 
unemployed or retiring early), most women with diabetes in 


: 
this survey were diagnosed long after they had completed their 


education. BRFSS estimates suggest that the low socio- 


1 
economic status of many women with diabetes might com 


} 


promise their ability to benefit from treatments that might 


reduce their risks ror complications and premature death. Pro- 


grams designed to meet the needs of women with diabetes 


should take socioeconomic status into account to assure that 


| 


women benefit from the interventions. Performance should 
be carefully evaluated to assess program effectiveness and iden- 
tify areas for improvement. 


The fi 


tations 


ndings in this report are subject to at least three limi- 


First, the low median response rate suggests the 
] ! 
potential for participation bias. Second, all data were self 


reported and might be subject to recall bias. Finally, the level 


of household income 


} 


oe 


low socioeconomic status (1.e., 


<$25,000) among women with diabetes might under- 
v1 


estimated because 21% of women with diabetes declined to 


TABLE 2. Percentage of women with low socioeconomic status with and without diabetes, by age group — Behavioral Risk Factor 


Surveillance System, United States, 2000 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending February 16, 2002, 
with historical data 


CASES CURRENT 
4 WEEKS 


DISEASE DECREASE INCREASE 
Hepatitis A, Acute 357 
Hepatitis B, Acute 197 


Hepatitis C; Non-A, Non-B, Acute 51 


Legionellosis 37 


Measies, Total ~ 0 


Meningococcal Infections 
Mumps 
Pertussis 


Rubella * 





0.03125 0.0625 0.125 0.25 0.5 1 


Ratio (Log Scale) 
[<——] Beyond Historical Limits 


* No measles or rubella cases were reported for the current 4-week period yielding a ratio for week 7 of zero (0) 
' Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point 
where the hatched area begins is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending February 16, 2002 (7th Week)* 





Cum. Cum. Cum. Cum. 
2002 2001 2002 2001 
Anthrax - Encephalitis West Nile’ 4 - 
Botulism foodborne - Hansen disease (leprosy)' 3 i] 
infant : Hantavirus pulmonary syndrome’ - 1 
other (wound & unspecified) - Hemolytic uremic syndrome, postdiarrheal' 16 
Brucellosis’ HIV infection, pediatric ' 10 
Chancroid Plague 
Cholera - - Poliomyelitis, paralytic 
Cyclosporiasis Psittacosis' 
Diphtheria - - Q fever’ 
Ehrlichiosis: | human granulocytic (HGE)' . Rabies, human 
human monocytic (HME)' Streptococcal toxic-shock syndrome’ 
other and unspecified - - Tetanus 
Encephalitis: California serogroup viral’ Toxic-shock syndrome 
eastern equine’ - - Trichinosis 
Powassan' - - Tularemia' 
St. Louis’ - - Yellow fever 
western equine’ 
-:No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
Not notifiable in all states 


* Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
(NCHSTP). Last update January 27, 2002 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending February 16, 2002, and February 17, 2001 
(7th Week)" 





Escherichia coli 





| 

| 

| Shiga Toxin Positive, 
AIDS Chlamydia’ Cryptosporidiosis 0157:H7 Serogroup non-0157 

















| Cum Cum Cum Cum Cum Cum Cum Cum Cum Cum 
2001 2002 2001 2002 2001 2002 


Reporting Area 2002 2001 2002 2001 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending February 16, 2002, and February 17, 2001 
(7th Week)* 





Haemophilus influenzae, 
invasive 





Escherichia coli 
Shiga Toxin Positive, All Ages, 

Not Serogrouped Giardiasis Gonorrhea All Serotypes 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2002 2001 2002 2001 2002 2001 


UNITED STATES , 1 1 293 





Age <5 Years 





Serotype 
B 





























33,495 45,972 182 198 
h Ay A ARID 44 2AT7 
VEW ENGLAND é 34 
ain 4 
Viaine 


H 


U 
U 


U 





Not notifiable U: Unavailable No reported cases 


* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-t 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending February 16, 2002, and February 17, 2001 





(7th Week)* 
Haemophilus influenzae, invasive 





Hepatitis (Viral, Acute), By Type 
Non-Serotype B Unknown Serotype B C; Non-A, Non-B 
Cum. Cum. Cum. 


Cum Cum Cum Cum Cum. Cum 
2002 2001 2001 2002 2001 2002 2001 


3904 


Age <5 Years 


























Reporting Area 2002 2001 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending February 16, 2002, and February 17, 2001 
(7th Week)* 





Measles 
Legionellosis Listeriosis Lyme Disease Malaria Total 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 

UNITED STATES 76 98 30 45 361 § 104 153 
NEW ENGLAND 3 > 1 4 16 8 15 
Maine - 1 
N H 























1 
4 


MID. ATLANTIC 


Upstate N.Y 


N.Y. City 


W.N. CENTRAL 


Minn 


N. Dak 
S. Dak 
Nebr 


Kans 


S. ATLANTIC 
De 
Md 


nc 
VA 


CENTRAL 


MOUNTAIN 
Mont 


Amer. Samoa U U U U 
C.N.M.1 - U U 


A 





VN: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
Of 23 cases reported, 19 were indigenous and four were imported from another country 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending February 16, 2002, and February 17, 2001 
(7th Week)* 





Meningococcal 
Disease Mumps Pert Rabies, Animal 


Cum | Cum Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 




















2001 2002 2001 2002 2002 2001 





3 
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TABLE Il. (Cont'd) Provisional cases of sele 


(7th Week)* 


cted notifiable diseases, United States, weeks ending February 16, 2002, and February 17, 2001 





Rubelia 





Rocky Mountain Congenital 
Spotted Fever Rubella 


Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 


2001 
UNITED STATES 31 9 
NEW ENGLAND . . . . . 50 16: 
Maine . . . ‘ 22 
N.H 


Vt 


Salmonellosis 























112 


3,1 


Mass 
RJ 
Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 

Ind 

| J 

Mict 

Wis 

W.N. CENTRAL 
Minn 

lowa 
Mo 

N. Dak 
S. Dak 
Nebr 
Kans 


S. ATLANTIC 


Del 


E.S. CENTRAL 
Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark 

La 

Okla 


Tex 


MOUNTAIN 
Mont 

idano 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


On 
NO 


a-or bh 
ON OW 


oO 


Amer. Samoa U 
C.N.M.1 ‘ U 





N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE II. (Cont'd) Provisional cases of selected notifiabie diseases, United States, weeks ending February 16, 2002, and February 17, 2001 


(7th Week)* 


Streptococcus pneumoniae, 


Streptococcus pneumoniae, 
Invasive (<5 Years) 





Shigellosis 


Streptococcal Disease, 
invasive, Group A 


Drug Resistant, Invasive 


Cum. Cum. 








Cum 
2002 


Cum 
2001 





Cum Cum 
2002 2001 





Cum. Cum. 
2002 2001 





368 





2002 2001 





Reporting Area 


Q 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending February 16, 2002, and February 17, 2001 
(7th Week)* 





Syphilis 


Typhoid 
Primary & Secondary Congenital 


Tuberculosis Fever 


Cum. Cum. Cum. Cum. Cum Cum Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 
UNITED STATES 600 630 2 : 39( 








Cum 
2002 2001 




















62 511 } 


NEW ENGLAND 
Maine 


CNMI 7 
INAV 


U 





Not notifiable U: Unavailable No reported cases 
" Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
Updated from reports to the Division of STD Prevention NCHSTP. 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending February 16, 2002 (7th Week) 
All Causes, By Age (Years) All Causes, By Age (Years) 











All P&l All 
Reporting Area Ages | >65 | 45-64 25-44 1-24 <1 Total Reporting Area aI ‘aal ial seal 1-24 | <1 

















AT! ANIT 
+4 S. ATLANTK 4 








the United States, most of which have populations of >100,000. A death is reported by the place 
led. Fetal deaths are not included 


city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 
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(Continued from page 148) 


state their income; these nonrespondents were more likely to 


be elderly, Hispanic, widowed, retired, or not to have com 


pleted high school (i.e., to belong to groups that are frequently 


low income 

CDC has initiated activities that focus on the needs of 
women with diabetes. CDC’s “Diabetes and Women’s Health 
icross the Life Stages: A Public Health Perspective” analyzes the 
epidemiologic, social, and environmental dimensions of 
women and diabetes and discusses public health implications 
(8). CDC, the American Diabetes Association, the American 
Public Health Association, and the Association of State and 
ferritorial Health Officials are developing a National Public 
Health Action Plan for Diabetes and Women. CDC is spon 
soring [ranslating Research into Action for Diabetes (TRIAD), 
a 5-year prospective study of the quality of diabetes care, costs, 
and outcomes in managed-care settings that will examine the 
effects of socioeconomic status on health and quality of care. 
Finally, CDC is encouraging increased focus on women with 
diabetes through the National Diabetes Education Program, 
a collaborative effort with the National Institutes of Health 
to promote early diagnosis and improvement of the treatment 
and outcomes for persons with diabetes (available at http: 
www.cdc.gov/diabetes/projects/ndeps.htm); Racial and Eth- 
nic Approaches to Community Health (REACH) 2010, a 
program aimed at eliminating disparities in the health status 
of ethnic minorities (available at http://www.cdc.gov 


reach2010), and state-based diabetes control programs. 


lhe low socioeconomic status of many women with diabe 
tes poses challenges to public health practitioners. As the preva 
lence of diabetes continues to increase, continued and creative 
efforts will be needed to gain greater understanding of how 
socioeconomic status aftects the health of women with diabetes 
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